
 
Application for Physician/Psychiatrist Mental Health Screener -  Date:        /    / 

Please scan and email to annmarie.lavelle@delaware.gov or fax to Ann-Marie Lavelle at 302-255-9952 

 

___________________________ _________________________________ 
Applicant’s Last Name    First Name 

 

___________________________ ___________________ ____ _______ 
Street Address     City    State Zip 

 

___________________________ _________________________________ 
Daytime Phone Number    Email Address 

 

Education Level: ____MD ____DO  

 

Board Certified Emergency Medicine:  ____ YES ____NO 

 

I hold a Delaware Medical License: ____________________________________ 
               DE Professional License Number 
 
Please identify hospital(s) where you practice: 
 

________________________________ _____________________________ 
Facility Name      Address 
 

________________________________ _____________________________ 
Facility Name      Address 
 

_________________________________________________________________ 
Applicant’s Employer (or self-employed) 

 

_________________________________________________________________ 
Employer’s Street Address 

 

______________________________________ Length of Employment: _____   _____ 
Applicant’s Position          Years Months 

 
Describe position’s responsibilities: 

 

_________________________________________________________________ 

 
I declare that the information provided in this application is true and complete to the best of my 

knowledge. 

 

__________________________________________________ _______________ 
Applicant’s Signature        Date 

 

 

mailto:annmarie.lavelle@delaware.gov

